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CHAPTER- I 
INTRODUCTION 
 
More people worldwide becomes critically ill every year and require treatment 
in the Intensive Care Unit. Millions of patients survive critical illness due to the 
improvements in medical research and technological advances in the Intensive Care 
Units. The emotional consequences of being critically ill has increased because of this 
change in survival rate.  
 
Critical illness can expose patients to traumatic stressors that are caused by both 
Intensive Care intervention techniques and life threatening experiences. For the last ten 
years, there has been an increasing interest and attention regarding psychological 
consequences related to surviving critical illness. This patient population were found to 
have both Post Traumatic Stress Symptoms and Post Traumatic Stress Disorders. 
(Davydow et al., 2013). 
 
The DSM V criteria for diagnosis of PTSD are defined as (a) exposure to death, 
threatened death, actual or threatened serious injury, (b) re-experiencing the event by 
intrusive thoughts, nightmares, flashbacks or emotional distress, (c) avoidance of 
trauma related stimuli, (d) negative thoughts or feelings that began or worsened after 
trauma such as inability to recall key features of trauma or feeling isolated, exaggerated 
blame of self or others for causing the trauma (e) trauma related arousal and reactivity 
that began or worsened after trauma such as irritability, hyper-vigilance, difficulty 
concentrating, difficulty sleeping, (f) symptoms last for more than one month, (g) 
symptoms create functional impairment (h) symptoms are not due to medication, 
substance use or other illness. (American Psychiatric Association, 2013) 
 
Post Traumatic Stress Symptoms are a cluster of symptoms that includes re-
experiencing the events via nightmares or flashbacks, avoidance of people or places 
associated with the event, depressed mood, trouble concentrating, irritability and hyper 
vigilance. PTSD can be diagnosed if the symptoms persists for atleast one month and 
cause distress in the social and occupational aspects of the person. (Stein et al., 2013) 
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Demographics, a prior psychiatric history, ICU memories, sedation level and 
how patients are cared for in the ICU are all factors that can contribute to the 
development of PTSD. It includes younger age, female, experiences of traumatic injury, 
sedation dosage in the ICU, stressful events in the ICU and the memories of pain and 
breathing difficulties. (Bienvenu et al, 2013) 
 
Painful procedures, mechanical ventilation and significant physical limitations 
are some of the factors that makes the critically ill patients get expose to stressors. In 
addition, prolonged physical weakness, disturbances in sleep patterns, impaired 
memory, attention and concentration deficit have also been reported among ICU 
survivors. Patients with Post Traumatic Stress Symptoms were found to have symptoms 
of PTSD, but they did not meet all the criteria for making the diagnosis of PTSD 
(Jackson et al. 2014) 
 
Indeed, the illness of patients who meet all the criteria of the Diagnostic and 
Statistical Manual of Mental Disorders (Fifth Edition) sooner than 30 days after the 
traumatic event cannot be diagnosed as PTSD. PTSS may get progress to PTSD if not 
treated in the early stages. Long term psychological consequences can be reduced if at  
risk patients are identified early after the ICU stay. Patients with more experience of 
traumatic memories (nightmares, hallucinations, panic, and respiratory distress) after 
an ICU stay reported a higher incidence and intensity of PTSD symptoms than did 
patients who did not report traumatic memories of an ICU stay (Morrissey, 2016). 
 
Inability to communicate normally and autonomic dysfunction are all some 
factors that increase the risk of psychiatric morbidity like delirium, depression and 
posttraumatic stress disorder. PTSD could be a potentially serious psychiatric disorder 
that could have an added impact on recovery and result in reduced quality of life 
(Svenningsen et al., 2015). 
 
Multiple factors are associated with the development of PTSD and agitation in 
the critically ill patients. Sedation strategy in the Intensive Care Unit is one of the factor 
that is related to the development of mental health disorders. Nightmares, anxiety and 
pain were the symptoms reported by the population who had experienced the stressful 
events. (Porhomayon et al., 2015). 
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Generalized anxiety disorder is being defined in the Diagnostic and Statistical 
Manual V (DSM V) as that which includes symptoms such as restlessness, sleep 
disorders, mood swings, irritability in nature, concentration difficulties or muscle 
tension that are produced in response to the stressful events experienced by the 
individual. It is how the humans perceive the situation and reaction to any kind of 
threatful stimuli. ICU interventions such as mechanical ventilation and sedation 
induced to the patient causes an imminent threat to the patient life and affects the quality 
of life (American Psychiatric Association, 2013).  
Studies have shown that Post Traumatic Stress Disorder is related to both 
depression and anxiety. A traumatic event is the most important starting feature for the 
development of Post Traumatic Stress Disorder. Other features of PTSS includes 
intruding thoughts related to the traumatic event that causes an impact on the normal 
functioning of the individual and avoidance of people or places that may pave the way 
for the recall of the traumatic event. Another important characteristic features of anxiety 
includes excessive, irrational concern about non-threatening events or possible events 
that can be disruptive and those that interfere with the normal functioning of the 
individual. It is distinguished from fear which is a basic human emotion that is directed 
at a realistic event. (Marshall G.N. et al., 2010) 
Once PTSD is diagnosed, even though it can be debilitating, the treatment 
aspects involves targeting and reducing symptoms. Pharmacotherapy and eye 
movement desensitization and reprocessing are some of the treatment for the 
management of PTSD. Psychodynamic, cognitive, and behavioural approaches can be 
provided to normalize the symptoms, helping the patients to develop coping strategies 
and build self-esteem, encouraging emotional display and providing support. (Griffiths 
et al., 2011)  
 
Critically ill patients are facing a huge potentially traumatic experience which 
causes a significant portion of these patients to develop severe emotional disorders such 
as anxiety and post-traumatic stress disorder. These experiences are accompanied by 
psychological suffering with harmful impact on the patient’s rehabilitation. Studies 
recommend drug intervention like hydrocortisone use for chronic stress and PTSD 
prophylaxis. Hydrocortisone inhibits the manifestation of intrusive memories, but has 
no interference on the formation of traumatic memories. (Fumis R, et al., 2014). 
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Among psychotherapeutic approaches, evidence based approaches include 
cognitive- behavioural therapies like Prolonged Exposure and Cognitive Processing 
Therapy and Eye Movement Desensitization and Reprocessing. Relapse can occur after 
the discontinuation of pharmacotherapy, whereas it remains stable after the completion 
of evidence based psychotherapy. (Lancaster et al., 2016) 
 
Each of PTSS and anxiety are disorders that can occupy a spectrum of 
implications on those with these conditions and range from mildly inconvenient to 
debilitating. Their recognition continues to carry varying levels of stigma that may 
further reduce both their perceived prevalence and reported significance.  
 
NEED FOR THE STUDY 
The lifetime prevalence of PTSD is estimated to be 8% in the general population 
with the rates of 10-12 % in females and 5-6% in males. About 6% of the women 
experiencing childbirth, 8-45 % of the burn patients and 20-28% of the cardiac patients 
have symptoms consistent with PTSD and the prevalence of PTSD was reported from 
17%- 30 % in ICUs. (Breslau, 2013). 
Extremely stressful experiences, anxiety, adverse and factual memories were 
factors associated with risk of developing post-ICU Post Traumatic Stress Disorder / 
Post Traumatic Stress Symptoms. The literature has suggested that the absence of 
memory is protective against the development of PTSD rather than remembering the 
stressful and traumatic events. Explicit memories could be the basis for nightmares and 
flashbacks and thus it will contribute to the avoidance and re-experiencing of the events. 
(Alklit et al. 2017).   
The patients are exposed to serious stressors by being admitted to ICU such as 
being in pain, having physical restraints, tubes in nose or mouth, sleep deprivation, and 
not able to communicate. Certain demographic factors such as younger age, female, 
educational level and prior psychiatric history has been regarded as the risk factors in 
the development of PTSD. (Sareen J., 2014). 
A systematic review of 24 cohort studies of general ICU and Acute Respiratory 
Distress Syndrome survivors found that the point prevalence of questionnaire 
ascertained PTSD symptoms were 22% and the median point prevalence of clinician 
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diagnosed PTSD was 19%. The prevalence of substantial PTSD was 16% at 3 months 
post ICU and 15% at 12 months post ICU. (Asimakopoulou, 2014) 
According to US National Comorbidity Survey Replication (NCS-R) 2001-
2003, 3.6% of US adults had PTSD last year. It was higher for females (5.2%) than 
males (1.8%). The life time prevalence of PTSD was 6.8%. 2015 meta-analysis found 
prevalence of PTSD symptoms after ICU discharge of 24% at 1-6 months later and 22% 
at 7-12 months later. Risk factors were benzodiazipine use and early memories of 
frightening ICU experience. (Ericcson et al., 2014) 
 
Studies from 1997 through 2007 with studies from 2008 through 2012 of post 
ICU PTSD in both the medical and surgical patients shows prevalence rates between 
the two groups of studies were similar: 8% to  27% (1997- 2007) and 9% to 27% (2008-
2012). These numbers suggest ICU patients are at a higher risk for PTSD than the 
members of the general population (Wade et al, 2015) 
 
Before discharge from the ICU or hospital, the at-risk patients should be 
identified early and the nurse can provide mental health consultation to prevent the 
development of posttraumatic stress symptoms. In a large observational study of trauma 
ICU patients who received an extensive psychological intervention (education, stress 
management, psychological support, and coping strategies) to address anxiety, 
depression, fear, hopelessness, the incidence of PTSD was 21 % in the intervention 
group and 57% in the control group. (Backman et al., 2010)   
  
The psychological aspects of the patients also need to be concerned after getting 
discharged from the Intensive Care Unit. Careful screening and detection of PTSS are 
critical for prevention and early intervention services in patients at high risk for PTSD 
after an ICU stay. Thereby, it is important to assess the posttraumatic stress symptoms 
in patients after getting discharged from the ICUs. 
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STATEMENT OF THE PROBLEM: 
A study to assess the Post Traumatic Stress Symptoms and Anxiety among 
patients after discharge from Intensive Care Unit, KMCH, Coimbatore. 
OBJECTIVES: 
The objectives of the study were to: 
 Assess the Post Traumatic Stress Symptoms and Anxiety among 
patients after discharge from ICU. 
 Correlate the relationship between PTSS and Anxiety. 
 Associate the Post Traumatic Stress Symptoms and Anxiety with 
selected demographic and clinical variables. 
OPERATIONAL DEFINITIONS: 
Post-Traumatic Stress Symptoms: Group of symptoms that includes re-
experiencing the event via nightmares or flashbacks, avoidance of people or places 
associated with the event, depressed mood, trouble concentration, irritability and hyper-
vigilance which is measured by PTSS-14 inventory. 
State anxiety: It refers to the unpleasant emotional arousal due to any 
threatening demand as measured by Speilberg State Trait Anxiety Inventory Y-1. 
Trait anxiety: It refers to the general tendency to respond with anxiety to 
perceived threat in the environment as measured by Speilberg State Trait Anxiety 
Inventory Y-2. 
Patient: It refers to the male or female patients between the age group of 18-70 
years discharged from the MICU and SICU to Step-down wards. 
ASSUMPTION: 
Life saving interventions used in the ICU can increase patient’s risk for Post 
Traumatic Stress Symptoms and Anxiety. 
CONCEPTUAL FRAMEWORK 
The conceptual framework for this study was derived from Callista Roy’s 
Adaptation Model (1976). According to Roy’s Adaptation Model the goal of nursing is 
to facilitate adaptation of the individual for various stimuli from the environment.  
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 The input of stimulating factors through the use of regulator and cognate coping 
mechanism to produce behavioural response in four inter related adaptive modes that 
are physiological, self-concept, role function and interdependence are the unique focus 
of this model. The coping mechanism results in the development of an adaptive or 
ineffective response. 
The types of stimuli are focal stimuli (those that immediately confront the 
individual in a particular situation), residual stimuli (individual belief or 
characteristics that influence the situation) and contextual stimuli (those that influence 
the situation). 
Adaptation occurs when the total stimuli fall within the individual’s adaptive 
capacity. The nurse should examine the contextual and residual stimuli associated with 
the focal stimulus to ascertain the zone of adaptation within which coping can take 
place.  
The individual’s regulator mechanism is involved primarily with the 
physiologic mode (basic human needs) whereas cognator mechanism is involved in all 
four modes (physiological, self-concept, role function and interdependence). The 
perception of physical and personal self are included in the self- concept mode. The 
need for social integrity is emphasized in the role function mode and interdependence 
is the balance between independence and dependence in one’s relationship with others.  
The coping mechanism is the regulator of subsystem that occurs through neural, 
chemical and endocrine process. The cognitive process occurs through the person 
response to stimulus. 
In this study, patients who were on mechanical ventilation after ICU discharge  
is considered as a focal stimuli that is affected by residual stimuli such as personal 
characteristics and attitude of the patients towards the hospital stay and the contextual 
stimuli includes age, sex, marital status, sedation level, days sedated, number of 
vasopressors and  days on vasopressors.  
The response of the patients to the ICU stay and its impact on the psychological 
aspects are the basis for the mechanism of regulation of adaptation and it was measured 
by PTSS 14 and STAI and how the patient overcome this by the acceptance of reality 
and the readiness to seek help from the health care members are included in the cognator 
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aspects. The physiological effectors to this response includes sleep disturbances, pain 
and muscle tension. The self-concept includes hopelessness and irritability and the role 
function was affected by the feelings of the patients that the future plans will not come 
true. Thus the outcome is the development of post traumatic stress symptoms and 
anxiety that are manifested by the symptoms such as nightmares, depression, mood 
swings, numbness, unwanted thoughts of ICU and avoidance of people related to ICU. 
The outcome was measured and manifested as high level (>45) of PTSS and low level 
(<45) of PTSS. The state and trait anxiety was measured and manifested as mild (20-
37), moderate (38-44) and severe anxiety (45-80). 
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Fig 9: CONCEPTUAL FRAMEWORK: MODIFIED ROY’S ADAPTATION MODEL (1976) 
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45-80: SEVERE ANXIETY 
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CHAPTER -II 
REVIEW OF LITERATURE 
This chapter deals with information collected in relation to the present study 
through published and unpublished materials for foundation to carry out research work 
and related review of literature to research topic was done to collect maximum 
information for laying foundation for the study. 
SECTION A: Literature related to Post Traumatic Stress Symptoms among patients 
discharged from ICUs. 
SECTION B: Literature related to Anxiety among patients discharged from ICUs. 
SECTION C: Literature related to correlation of Post Traumatic Stress Symptoms and 
Anxiety. 
SECTION D: Literature related to Therapeutic Modalities for Post Traumatic Stress 
Symptoms. 
SECTION A: Literature related to Post Traumatic Stress Symptoms among 
patients discharged from ICUs 
Sadat et al., 2014 conducted a study to investigate the prevalence of PTSD and 
its related factors among patients discharged from Critical Care Units in Kashan, Iran. 
A descriptive prospective study was done on 332 patients who got admitted to critical 
care units of Kashan Shahid Beheshti Hospital using a convenience sampling method. 
Data were collected in wards and one month after their discharge data was collected 
from using questionnaires on demographic, clinical data and PCL. The PCL score of 
45 or more was considered to have PTSD. Data were analyzed using chi-square, t-test, 
Mann-Whitney U tests and logistic regression. The mean  score of PCL was 44.24 and 
the prevalence of PTSD were high among patients discharged from ICU and the factors 
associated with the prevalence were elderly, unemployed, being single, using 
mechanical ventilation and pre-existing diseases. 
Rovatti et al., (2012) conducted a study in a private general at Porto Alegre to 
evaluate the presence of posttraumatic stress disorder six months after discharge from 
intensive care unit and assessed the relationship between PTSD and affective memories.  
41 participants were taken for the study who were asked to complete the questionnaires 
11 
 
on PTSD (Screen for posttraumatic stress symptoms-17) and Memory Tool that was 
used to find out delusional, factual or affective memories. The results showed that 
24.4% of the samples presented PTSD symptoms and there was correlation between 
PTSD and affected memories(R= .443, P<0.01). The days of hospitalization was 
significantly associated with delusional memories. 
Kothyala S. et al., 2011 conducted a prospective study to find out the incidence 
of PTSD in mechanically ventilated patients and ascertain factors that is associated with 
the development of PTSD. Patients were interviewed after extubation to assess for 
PTSD at 1 week (n=140) and 2 months (n=92) and UK-PTSS-14 was administered to 
assess PTSS. The incidence of PTSD at 1 week was 32.8% and at 2 months was 23.9%. 
“Poisoning” (p=0.00) (p=0.00) and “past history of psychiatric illness”(p=0.00) 
(p=0.00) are the risk factors for development for PTSD at 1 week and 2 months 
respectively. On comparing PTSS-14 scores at baseline and 2 months, it showed 
signiﬁcant increase (0.009) in scores in those who developed PTSD and signiﬁcant 
decrease (0.000) in scores in patients with no PTSD. Development of PTSD was 
associated with nightmares and severe anxiety. The ﬁnding of this study shows that 
there is a high incidence of psychiatric symptoms in patients after discharge from ICU. 
Jubran et al., (2010) conducted a prospective study at RML speciality hospital, 
Hindsdale on posttraumatic stress disorder in patients who got weaned from mechanical 
ventilation. PTSS 10 questionnaire was used to assess PTSD in 72 patients after a period 
of one week and in 41 patients again 3 months later. Structured clinical interview was 
used in the diagnosis of PTSD and was confirmed by an experienced psychologist. The 
results showed that PTSD was diagnosed in 12 % of patients who were weaned from 
prolonged ventilation. The median PTSS-10 score was 20 one week after weaning, and 
it was 19 after 3 months. The median PTSS Score was 45 at 3 month evaluation among 
patients diagnosed with PTSD and those with not diagnosed it was 15. APACHE II and 
duration of mechanical ventilation was not associated with the development of PTSD 
whereas it was associated with previous history of psychiatric illness.  
Andreoli et al., 2010 conducted a review of studies by searching electronic data 
base (Medline) for the last 12 years (1996-2008) and took thirty eight articles to identify 
posttraumatic stress disorder in Intensive Care Unit patients. The main objective was to 
review the psychological aspects and therapeutic interventions in patients after the 
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Intensive Care Unit stay. The prevalence of post-traumatic stress disorder was from 
17% to 30% and the incidence ranges from 14% to 24%. Anxiety, depression or panic, 
having delusional traumatic memories, duration of mechanical ventilation, stressful 
experiences and depressive behaviors were the risk factors. Delirium and delusional 
memory was seen in patients with high intake of opiates doses and lorazepam and also 
seen with sedation or analgesia withdrawal symptoms. Hydrocortisone administration 
and daily sedation interruption can be done to reduce the symptoms of PTSD. 
Wallen et al., (2008)) conducted a prospective cohort study to identify the 
frequency of acute symptoms of posttraumatic stress disorder and to evaluate the factors 
that predicts occurrence of these symptoms in patients 1 month after discharge from 
Intensive Care in Gold Coast Hospital, Queensland, Australia. Participants completed 
the Impact of Event Scale Revised, and demographic and clinical data were assessed 
from an Intensive Care Unit database. 114 patients who met the inclusion criteria 
consented to participate in the study during 9-month period, and 100 (88%) completed 
the study. 13 participants (13%) scored higher than the cut off score for clinical Post 
Traumatic Stress Disorder. Sex and length of stay was not associated with the 
development of acute symptoms of Post Traumatic Stress Disorder. Patients younger 
than 65 years were 5.6 times (95% confidence interval, 1.1726.89) more likely than 
those 65 years and older to exhibit the symptoms. The rate of posttraumatic stress 
disorder 1 month after discharge from intensive care was relatively low. 
SECTION B: Literature Related to Anxiety among ICU Patients 
Castillo et al., (2016) conducted a prospective observational cohort study to 
identify the factors associated with anxiety in critically Ill patients in tertiary 
metropolitan public hospital Brisbane, Australia. Adults (n = 141, ≥18 years) admitted 
to the Intensive Care Unit for ≥24 hours, able to communicate verbally or non-verbally, 
understand English and open their eyes spontaneously or in response to voice were 
included in the study. State anxiety was measured by the Faces Anxiety Scale and trait 
anxiety measured by the State-Trait Anxiety Inventory. Among, 141 participants, 98 
(70%) were male with an average age of 54 years and stayed in intensive care for about 
4 (Interquartile Range: 3–7) days. The majority (82%) of participants experienced state 
anxiety at least once during their intensive care unit stay, with 57% had moderate to 
severe levels. Factors related to state anxiety in Intensive Care were pain and trait 
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anxiety. Thirteen factors were significantly associated (p≤0.20) with trait anxiety on 
univariate analysis: age, evidence of mental health care/treatment, trait optimism, state 
anxiety, smoking, length of hospital stay, length of propofol infusion, total dose of 
propofol, and total dose of midazolam. 
Zakerimoghadam et al., (2016) conducted a study to find out the prevalence 
of anxiety while transferring patients from cardiac surgery intensive care unit to the 
general ward at TUMS hospital in Tehran city, Iran. This study was a cross-sectional 
study. 110 patients discharged from the intensive care unit to the general ward were the 
samples of this study. State-Trait anxiety inventory (STAI) Form Y-1 (State Anxiety) 
was used for data collection. The age of the study participants was over 60 years and 
27.3% of them were in the range of 40-59 years. 59.1 percent of participants were male. 
Univariate regression analysis showed that gender had a significant relationship with 
anxiety. 30 % of patients had low anxiety before being transferred from intensive care 
unit to the general ward. Furthermore, 63.6 %of patients had moderate anxiety, and 
high anxiety was found in 4.6 % of patients. 
Chlan (2011) conducted a study to assess anxiety in critically Ill patients who 
had mechanical ventilatory support and to describe the anxiety ratings for a group of 
mechanically ventilated patients. 57 mechanically ventilated patients who were 
randomly assigned were included as the participants that met the inclusion criteria and 
assessed the effectiveness of music interventions on anxiety among the mechanically 
ventilated patients in ICUs. Anxiety ratings were done daily for 30 days. A 100-mm 
Visual Analog Scale-Anxiety (VAS-A) was used to assess anxiety. Participants showed 
moderate anxiety at median VAS-A = 57.5. Relationship between VAS-A score and 
the number of days receiving ventilatory support (ρ = −.04, p = .79) was not manifested 
in the results. A linear growth model was then taken to depict the influence of sedative 
and analgesic medications on anxiety (sedative dose frequency and sedation intensity 
score). The growth model showed that VAS-A decreased slowly over time, −.53 points 
per day (p = .09). 
Myhren et al., (2009) conducted a study to compare the psychological distress 
and memories from ICU treatment 4-6 weeks after discharge from ICU with the 
expectation of their realities. A sample of 255 patients and 298 relatives were included 
in the study and cross sectional design was used. Hospital anxiety and depression scale, 
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impact of event scale, life orientation test, ICU memory tool were the tools used to 
obtain the needed data. Relatives were also assessed for their expectations of the 
patients memories and psychological impact. In this, 25% of the patients reported 
severe posttraumatic stress symptoms, IES score ≥ 35. The anxiety levels and 
depression were significantly very high when compared to the general population. 
Mean anxiety was 5.6 and mean depression was 4.8. Relatives expected more level of 
psychological distress. Higher age, unemployment, pessimism, memories of pain were 
some factors that was associated with the development of PTSS. 
Rattray et al., (2008) conducted a prospective longitudinal study on the 
emotional predictors of Intensive Care. Negative emotional outcomes (anxiety, 
depression and post-traumatic stress) have been identiﬁed in patients discharged from 
Intensive Care. The aims of this study were to assess levels and changes in emotional 
outcome after intensive care, and to find out how it is related to indicators of the 
intensive care experience. Hospital Anxiety and Depression and Impact of Event Scales 
were used to assess the emotional outcomes. Anxiety (p = 0.046) and depression (p = 
0.001) got reduced subsequently, but it was not seen with avoidance (p = 0.340) or 
intrusion (p = 0.419). Most of the objective (age, gender, length of ICU and hospital 
stay) and subjective indicators (assessed by the Intensive Care Experience 
Questionnaire) of the intensive care experience were related to negative emotional 
outcome.  
SECTION C: Literature related to relationship between Post Traumatic Stress 
Symptoms and Anxiety 
Battle et al., (2017) conducted a mixed method study to investigate the 
predictors of Post Traumatic Stress Disorders following critical illness in Morriston 
Hospital, Swansea, UK. Patients attending the Intensive Care Unit (ICU) follow-up 
clinic were asked to complete the UK-Post-Traumatic Stress Syndrome 14-Questions 
Inventory and other data was collected from their medical records. Age, gender, Apache 
II score, ICU length of stay, pre-illness psychopathology, delirium and benzodiazepine 
administration during ICU stay were the factors that led to the development of PTSD 
and also delusional memories on the ICU stay after the discharge. 198 patients were 
participated in the study with 54 (27%) patients had post-traumatic stress disorder. The 
significant factors of post-traumatic stress disorder were younger age, lower Apache II 
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score, pre-illness psychopathology and delirium during the ICU stay on multivariable 
logistic regression. 
Jacka et al., 2016 conducted a study to find out the incidence and prevalence 
of anxiety, depression, and Post-Traumatic Stress Disorder among critical care Patients, 
families, and practitioners at University of Alberta hospital, USA. An anonymous 
survey was conducted with consenting patients admitted with critical illness, their 
associated next-of-kin (NOK) of their families, and members of the clinical staff 
involved (medical, nursing, and allied health). Survey was conducted with patients and 
NOK at 28 days after ICU discharge, and to staff at patient admission.30 patients, next-
of-kin, and associated medical/nursing/allied health staff gave consent for the study. 
Participants included 60%, 50%, and 58% among the eligible patients, NOK, and staff 
respectively. Among patients, NOK, and staff respectively, features consistent with the 
diagnoses of PTSD (50%, 33%, 19%), anxiety (61%, 33%, 41%), and depression (39%, 
20%, 16%) were observed, which was substantially higher than that was expected based 
on estimate of prevalence of population. 
Castillo et al., 2015 conducted a prospective study to determine the association 
between anxiety during critical illness and posttraumatic stress symptoms over 6 
months after ICU discharge. 141 patients who were mechanically ventilated > 24 hours 
were included in the study as the participants. State anxiety was assessed with faces 
anxiety scale and trait anxiety were measured with State Trait Anxiety Inventory II. 
Posttraumatic stress symptoms were assessed using the posttraumatic stress symptom 
scale 10 questionnaire inventory. Social and demographic data were collected. Mixed 
effect regression models were used to determine if state and trait anxiety were factors 
significantly associated with posttraumatic stress symptoms overtime. The study 
findings depicted that there was a significant association of posttraumatic stress 
symptoms with higher levels of trait anxiety, younger age, mental health treatment prior 
to ICU admission and more symptoms of anxiety after ICU discharge. 
Myhren et al., 2010 conducted a study to identify the predictors of 
posttraumatic stress, anxiety and depression symptoms in medical, surgical and trauma 
patients one year after the intensive care unit (ICU) discharge. Out of 255 patients 194 
completed the study. Patients were asked to complete the Impact of Event Scale (IES), 
Hospital Anxiety and Depression Scale (HADS), Life Orientation Test (LOT) during a 
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time period of 4 to 6 weeks and 3 and 12 months and then the ICU memory tool. Case 
level for IES posttraumatic stress was ≥ 35 and that of HADS-Anxiety or Depression 
was ≥ 11. Memory of pain during ICU stay was measured on a five-point Likert-scale 
(0-low to 4-high). Patient demographics and clinical variables were controlled for in 
logistic regression analyses. In a subgroup, 27/170 (16%), patients IES score increased 
from 11 to 32, P < 0.001. There was no differences in posttraumatic stress, anxiety or 
depression between medical, surgical and trauma patients. 
SECTION D: Literature related to Therapeutic Modalities of Post-Traumatic 
Stress symptoms. 
Brady et al., (2015) conducted a study to identify the response of trauma 
focussed cognitive therapy on posttraumatic stress disorder. The study was conducted 
at a National Health Service clinic in South London, UK. It used video or audio 
recordings of therapy sessions who had received trauma focussed cognitive therapy. 
Outcome measures were taken during initial assessment and the last session. 
Posttraumatic stress diagnostic scale was used to measure PTSD. The competency of 
treatment delivery was assessed using Cognitive Therapy Scale- Revised.  The results 
showed poor outcome in patients who had higher PDS and those who were taking 
psychotropic medication. Poor response was shown in patients with more in session 
preservation and less expression of thoughts and feelings.  The results showed that the 
patient preservation was not correlated with patient expression of thoughts and 
feelings(r= -.19, p=.16). Thereby, it is concluded that patient preservation and low 
expression of thoughts and feelings were associated with poorer response to trauma 
focussed cognitive therapy. 
Curtis et al., (2014) conducted a study on the creation of a conceptual model 
addressing identification, prevention, and management on posttraumatic stress disorder 
among survivors of critical illness. This article provides the importance of uniformity 
in future epidemiologic studies and propose the framing of risk factors that can be 
modifiable or non-modifiable, and also provides an assessment of modifiable risk 
factors and the development of conceptual model that offers insight into potential 
strategies to attenuate symptoms of posttraumatic stress among survivors of critical 
illness. Both younger age and female sex were the potential risk factors for symptoms 
of posttraumatic stress. Extreme agitation, use of benzodiazepines and ICU delirium 
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were the modifiable risk factors. Minimization of sedation could reduce the occurrence 
of ICU delirium and potentially influence symptoms of posttraumatic stress. 
De bont et al., (2013) conducted a study to examine the efficacy and safety of 
two psychological approaches to posttraumatic stress disorder (PTSD) in 10 patients 
with a concurrent psychotic disorder. Patients were randomly allocated either to 
prolonged exposure or eye movement desensitization and reprocessing. A total of 20 
weekly assessments of PTSD symptoms, hallucinations, and delusions were carried out 
before, during, and after treatment. The intervention given to the 10 patients showed 
that the PTSD treatment protocols of PE and EMDR significantly reduced PTSD 
symptom severity. Both PE and EMDR were found to have effective and safe. Eight of 
the 10 patients completed the interventions and was found equally effective. Seven of 
the 10 patients (70%) did not met the diagnostic criteria for PTSD at follow up. 
Aitken et al., 2013 conducted a literature review to identify the effectiveness of 
diaries in psychological recovery from intensive care. 11 studies has been taken to 
identify the effectiveness of diary in aiding psychological recovery. The use of diaries 
across many countries and the methodology of various studies showed a degree of 
overlap. The impact of diaries were commonly assessed using interviews and standard 
questionnaires. 60-70% of patients don’t have a psychological disorder 12 months post 
ICU. At risk individuals were the ones who benefitted the diary based intervention. 
Peris et al., 2011 conducted an observational study to identify whether early 
intra-intensive care unit psychological intervention promotes recovery from 
posttraumatic stress disorders and also to evaluate the anxiety and depression symptoms 
in critically ill patients. Two groups were taken as critically ill patients who were 
admitted before intervention by the clinical psychologist (control group) and patients 
who were involved in the intervention given by the clinical psychologist (intervention 
group). The Hospital Anxiety and Depression Scale (HADS) and Impact of Event 
Scale-Revised questionnaires were the tools that was used to assess the level of 
posttraumatic stress, anxiety and depression symptoms. On the evaluation of HADS 
scores it was found that the patients in the intervention group showed lower rates of 
anxiety (8.9% vs. 17.4%) and depression (6.5% vs. 12.8%) than the control group, but 
the differences were not statistically significant. The risk for the development of PTSD 
was significantly lower in patients who received the intervention by the clinical 
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psychologist support than in the control group (21.1% vs. 57%; P < 0.0001). The 
percentage of patient population who needed treatment at 12 months was significantly 
higher in the control group than in the patient group (41.7% vs. 8.1%; P < 0.0001). 
Thus, the results showed that early intra-ICU clinical psychologist intervention can help 
critically ill trauma patients to recover from the stressful events. 
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CHAPTER -III 
METHODOLOGY 
 This chapter deals with research methods widely used by the researcher to 
assess the Post Traumatic Stress Symptoms and Anxiety among patients after 
discharge from the Intensive Care Unit.  
RESEARCH DESIGN: 
  The research design for the study is Descriptive Correlational design. 
 It is used to correlate PTSS and Anxiety among patients discharged from the 
ICU. 
VARIABLES UNDER THE STUDY: 
 The attributed variables focussed in the study are Post Traumatic Stress 
Symptoms and Anxiety. 
SETTING OF THE STUDY: 
 The study was conducted at Kovai Medical Center and Hospital, Coimbatore. It 
is a tertiary hospital with all modern technology. MICU- I and SICU-I patients were 
taken for the study and the data collection was done at the step-down wards. MICU 
(medical intensive care unit- I) has 14 beds, SICU (surgical intensive care unit- I) has 
14 beds. 
 ICUs have got much specialized infrastructure that enables to give high quality 
patient care. Equipments includes Multipara meter monitor, Invasive and Non Invasive 
Ventilators, Intra-Aortic Balloon Pump(IABP), Syringe pumps, Sequential 
Compression Devices(SCD), Patient warming system, Fluid warmers and motorized 
cot, Portable X ray, Ultrasound and ECHO machines, Cardiac output monitoring, ICP 
monitoring, continuous renal replacement therapy(CRRT) and Extra Corporeal 
Membrane Oxygenation(ECMO), ABG Analyzer, etc. The step-down wards have all 
the facilities that are needed by the critically ill patients that delivers quality care to 
the patients. 
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POPULATION: 
 The population of the study includes the patients in the age group of 18-70 years 
who got weaned from mechanically ventilator and discharged from MICU- I and SICU-
I to step-down wards at KMCH, Coimbatore. 
SAMPLE SIZE: 
The sample size of the study was 60. 
SAMPLING TECHNIQUE: 
 Samples were selected by using the Non-probability Purposive Sampling 
technique. 
SAMPLING CRITERIA: 
Inclusion Criteria: 
 Male or female in the age group of 18-70 years  
 Patients who stayed in the ICU for 24 hours or longer 
 Weaned from Mechanically ventilator and Ionotropes  
 Discharged from ICU to step-down wards 
 No previous history of PTSD 
 Able to understand either Tamil or English 
Exclusion Criteria: 
Patients with 
 Altered mental status or disorientation 
 Previous history of psychiatric illness 
 Taking Anti-depressants and Benzodiazepines 
 History of Traumatic Brain Injury 
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DESCRIPTION OF THE TOOL: 
The tool consists of 3 sections: 
SECTION A: DEMOGRAPHIC VARIABLES 
 It included age, sex, marital status, educational status, occupation and social 
habits. 
SECTION B: CLINICAL VARIABLES 
 It includes APACHE -II score, days in ICU, sedation level, days of sedation, 
number of vasopressors, days on vasopressors, days in restraints and delirium. CAM-
ICU was administered in a 24 hour period to measure delirium. Sedation was assessed 
using Richmond Agitation Sedation Scale. 
 APACHE-II: (Acute Physiology And Chronic Health Evaluation-II) is a 
severity of disease classification system developed by Knaus et al (1984). It is 
administered within 24 hours of admission of the patient to the ICU. The score is 
calculated from patient’s age and using the 12 routine physiological parameters such as 
FiO2, Temperature, MAP, pH (arterial), heart rate, respiratory rate, serum sodium, 
serum potassium, creatinine, haematocrit, WBC count and GCS Score. It is used to 
predict the mortality of the patients. 
 
APACHE- II Score Predicted Mortality 
10-14 15% 
15-19 25% 
20-24 40% 
25-29 55% 
30-34 75% 
>34 85% 
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Richmond Agitation Sedation Scale (RASS): It is used to measure the agitation or 
sedation level of the patient. In this study it is used to measure the level of sedation. 
  
Score Description 
+4 Combative  
+3 Very agitated 
+2 Agitated  
+1 Restless  
0 Alert and calm 
-1 Drowsy  
-2 Light sedation 
-3 Moderate sedation 
-4 Deep sedation 
-5 Unarousable  
 
CAM-ICU: CAM-ICU is used to identify patients suffering from delirium. It includes 
four features: 
 Acute onset or fluctuating course 
 Inattention 
 Altered level of consciousness 
 Disorganized thinking 
Features 1 and 2 and either 3 or 4 if present is considered as CAM ICU positive. 
SECTION C:  
Post-Traumatic Stress Symptoms 14 (PTSS-14) Question Inventory: 
 The instrument is a 14 item, self- report scale based on the Diagnostic and 
Statistical Manual of Mental Disorders modified by Twigg et al.,(2008) based on PTSS-
10. It consists of 14 questions about the PTSD symptoms scored on a 1 to 7 scale 
(1=never, 7=always). Total scores range from 14-98; higher scores indicate a greater 
level of PTSS; scores of 45 or greater are associated with high level of PTSS and scores 
less than 45 is associated with low PTSS.  
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THE STATE TRAIT ANXIETY INVENTORY 
 The instrument given by Charles D. Speilberger has 20 items for assessing state 
anxiety and 20 for trait anxiety. The responses for state anxiety assess the intensity of 
current feelings: 1) not at all, 2) somewhat, 3) moderately so and 4) very much so. 
Responses for trait anxiety assess frequency of feelings in general: 1) almost never, 2) 
sometimes, 3) often and 4) almost always. Thus, items are rated on a 4 point scale. 
Scores range from 20-80.  
20-37: Mild Anxiety 
38-44: Moderate Anxiety 
45-80: Severe Anxiety 
VALIDITY AND RELIABILITY OF THE TOOL: 
 The PTSS and STAI tool of the study are the standardized tools and has the 
established validity and reliability based on previous studies as follows: 
 The test retest reliability of the UK PTSS 14 is r = 0.86. 
 The internal consistency coefficient for the STAI range from .86 to .95 
 The Tamil version of both PTSS 14 and STAI have been used for the study. The 
reliability of PTSS 14 and STAI inventory were 0.82 and 0.88 respectively. The content 
validity of the Tamil translated tools were obtained from the Tamil expert. 
PILOT STUDY: 
 The pilot study was conducted for a period of 1 week. The sample size was 10 
patients who were weaned from mechanical ventilator and transferred from the MICU 
I and SICU I to Step down wards at KMCH, Coimbatore. Demographic and clinical 
characteristics were taken from the medical records and PTSS 14 and STAI inventory 
was asked to complete. The pilot study revealed that the study was feasible. 
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DATA COLLECTION PROCEDURE:  
 The data collection was done for a period of 6 weeks. A formal permission was 
obtained from the Ethical Committee, KMCH to conduct the study. The demographic 
data were collected from the medical records and clinical characteristics of the patient 
were assessed from the patients during MICU-I and SICU-I stay. PTSS 14 inventory 
and STAI Y-1 and Y-2 were asked to complete when the patients were discharged to 
the step-down wards. 15- 20 minutes were taken by the participants to complete the 
questionnaires. 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
EXCLUSION 
CRITERIA 
 Altered mental 
status  
Previous history of 
psychiatric illness 
Taking 
Antidepressants and 
Benzodiazepines 
History of 
Traumatic Brain 
Injury 
  
 
Ethical permission 
Sample size N=60 
 Demographic variables collected from medical 
records and clinical characteristics assessed  from 
patients in MICU-I and SICU-I 
INCLUSION CRITERIA 
Male or female in the age group of 18-70 years 
 
Patient weaned from Mechanical ventilator and 
Ionotropes 
Discharged from MICU I and SICU I to Step-
down wards 
 No previous history of PTSD 
Stayed in the ICU for 24 hours or longer 
Able to understand either Tamil or English 
  
 
After discharge from MICU-I and 
SICU –I to the step-down ward 
Assess PTSS 14 and STAI  
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STATISTICAL ANALYSIS: 
 The obtained data were analysed using descriptive statistics to describe the 
demographic variables and clinical characteristics. Karl Pearson Rank Correlation test 
were used to identify the correlation between PTSS and Anxiety. Chi- square tests was 
used to identify the association of PTSS and Anxiety with selected demographic 
variables and clinical characteristics. 
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CHAPTER – IV 
DATA ANALYSIS AND INTERPRETATION 
 
  This chapter deals with the analysis and interpretation of data collected from the 
subjects to assess the Post Traumatic Stress Symptoms and Anxiety after discharge 
from the Intensive Care Unit. The findings are as follows: 
SECTION A: Description of Demographic variables 
SECTION B: Description of Clinical characteristics 
SECTION C: Assessment of PTSS and Anxiety among patients after discharge from  
                        ICU  
SECTION D: Correlation of PTSS and Anxiety of patients discharged from ICU 
SECTION E: Association of PTSS and Anxiety with selected Demographic and  
                       Clinical characteristics 
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SECTION – A 
DESCRIPTION OF DEMOGRAPHIC VARIABLES 
Table 1: Description of Demographic Variables of Respondents 
             (N=60) 
S.No. Demographic variables Frequency(f) Percentage (%) 
1. Age in years 
    17-35 years 
     36-50 years 
     51-70 years 
 
5 
19 
36 
 
8.33 
32.67 
60 
2. Sex 
     Male 
      Female 
 
41 
19 
 
67.33 
31.67 
3. Education 
     Illiterate 
     Primary education 
     High school 
     Graduate 
 
6 
17 
21 
10 
 
10 
28.33 
36.67 
27 
4. Occupation 
      Unemployed 
       Self employed 
       Professional 
       Retired  
 
19 
24 
15 
2 
 
31.67 
40 
25 
3.33 
5. Marital status 
       Single 
       Married 
      Widowed 
 
2 
56 
2 
 
3.33 
93.67 
3.00 
6. Social habits 
   Smoker 
   Alcoholic 
    Both smoker and alcoholic 
    Nil  
 
10 
9 
16 
25 
 
16.67 
15.00 
26.66 
41.67 
Table 1 describes the distribution of demographic variables of the subjects.  
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Out of 60 subjects, 60% of the selected subjects comes under the age group of 
51-70 years. 67% were males among the selected samples. Based on education, 28% 
had primary education and 37% had high school education. 40% were self-employed 
and 94% were married. 27% were both smoker and alcoholic and 42% didn’t had either 
smoking or alcohol. 
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Figure 2: Distribution of Respondents based on Age 
 
 
Figure 3: Distribution of Respondents based on Sex 
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Figure 4: Distribution of Respondents based on Education 
                
 
Figure 5: Distribution of subjects based on Occupation 
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Figure 6: Distribution of Respondents based on Marital Status 
 
 
Figure 7: Distribution of Respondents based on Social Habits 
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SECTION- B 
DESCRIPTION OF CLINICAL CHARACTERISTICS 
Table 2: Description of Clinical Characteristics of Respondents 
                                                                                                       N=60 
Sl.No. Clinical Characteristics Frequency(f) Percentage (%) 
1. Sedative dosage 
No sedation 
Mild sedation 
Moderate sedation 
Severe  
 
29 
25 
6 
0 
 
48.33 
41.67 
10.00 
2. No. of vasopressors 
1 
2 
>2 
 
32 
16 
12 
 
53.33 
26.67 
20.00 
3. Delirium  
Present 
Absent   
 
5 
55 
 
8.33 
91.67 
4. Days restrained 
1-3 days 
4-6 days 
>6 days 
 
2 
13 
45 
 
3.3 
21.7 
75.0 
5. Days sedated 
1-3 days 
4-6 days 
>6 days 
 
23 
13 
24 
 
38.3 
21.7 
40 
6. Days on vasopressors 
1-3 days 
4-6 days 
>6 days 
 
26 
15 
19 
 
43.3 
25 
31.7 
33 
 
7. 
 
 
 
Days in ICU 
1-3 days 
4-6 days 
>6 days 
 
3 
19 
38 
 
3 
31.7 
63.3 
8. APACHE II Score 
10-14 
15-19 
20-24 
25-29 
30-34 
>34 
 
0 
15 
24 
10 
10 
1 
 
0 
25.00 
40.00 
16.67 
16.67 
1.66 
 
Table 2 describes that out of 60 subjects 48% were not having sedation and 42 
% were having mild sedation. 20% were using more than 2 vasopressors, 92% did not 
developed delirium, 75% were restrained for more than 6 days,40% were sedated more 
than 6 days, 43% were under 3 days on vasopressors, 63% stayed in ICU for more than 
6 days and 40% had APACHE II score between 20 and 24. 
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Fig 8: Distribution of Respondents based on Level of Sedation 
 
 
Fig 9: Distribution of Respondents based on No. of vasopressors 
53.3
26.67
20
1 2 >2
35 
 
                        
 
Fig 10: Distribution of Respondents based on presence of delirium 
 
 
 
Fig 11: Distribution of Respondents based on Days on restraints 
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Fig 12: Distribution of Respondents based on No. of days sedated 
 
                
 
Fig 13: Distribution of Respondents based on No. of days on vasopressors 
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Fig 14: Distribution of Respondents based on No. of days in ICU 
 
Fig 15: Distribution of Respondents based on APACHE II Score 
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SECTION: C 
ASSESSMENT OF PTSS AND ANXIETY AMONG PATIENTS AFTER 
DISCHARGE FROM ICU 
Table 3: Description of Respondents based on the assessment of PTSS 
Sl. No. Variable Frequency 
(f) 
Percentage 
(%) 
 
1. 
 
PTSS 
 
Low Level < 45 20 33 
 
High Level > 45 
40 67 
 
Table 3 shows that out of 60 subjects, 33% of them were having less PTSS score 
and 67% were having greater level of PTSS score. 
 
Table 4: Description of Respondents based on the assessment of State 
Anxiety 
Sl.No. Variable Frequency Percentage 
(%) 
 
1. 
 
State Anxiety  
Mild anxiety 
(20-37) 
8 13 
Moderate 
(38-44) 
38 64 
Severe 
(45-80) 
14 23 
 
Table 4 shows 13% of the patients are having mild level of state anxiety, 64% 
of the patients are having moderate level of state anxiety and 23% of them are having 
severe level of state anxiety. 
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Table 5: Description of respondents based on the assessment of Trait Anxiety 
Sl.No. Variable 
 
Frequency Percentage (%) 
 
 
1. 
 
Trait anxiety 
Mild anxiety 
(20-37) 
21 35 
Moderate 
(38-44) 
37 61.7 
Severe 
(45-80) 
2 3.3 
 
Table 5 shows 35.0% of the patients are having mild level of trait anxiety, 
61.7% of the patients are having moderate level of trait anxiety and 3.3% of them 
are having severe level of trait anxiety 
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SECTION-D 
CORRELATION OF THE PTSS AND ANXIETY OF PATIENTS 
DISCHARGED FROM ICU 
Table 6: Correlation between PTSS and Anxiety 
Sl. 
No. 
Variables Mean SD Karl Pearson Correlation 
Coefficient 
 
1. 
 
PTSS  
 
State anxiety  
 
51.56 
 
57.60 
10.03 
 
9.40 
 
r=0.75 , p=0.01** 
   **p<0.01 high significant 
 
Table 6 shows that there is a positive correlation between PTSS and state 
anxiety at P value <0.01. 
 
 
 
Fig 16 Shows the correlation between PTSS and State Anxiety. 
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SECTION - E  
ASSOCIATION OF PTSS AND ANXIETY WITH SELECTED 
DEMOGRAPHIC AND CLINICAL VARIABLES 
Table 7: Association between PTSS and Demographic Variables 
Sl.
No
. 
Demographic variables PTSS Score N Chi square 
value, 
P value Low PTSS High PTSS 
N % N % 
1. Age    17-35 years 
36-50 years 
51-70 years 
0 
4 
16 
0.0 
21.1 
44.4 
5 
15 
20 
100 
78.9 
55.6 
5 
19 
36 
5.89, 
P=0.04(S) 
2. Sex  Male  
Female  
18 
2 
43.9 
10.5 
23 
17 
56.1 
89.5 
41 
19 
6.50, 
P=0.01(S) 
3. Education 
status 
Illiterate 
Primary 
education 
High school 
Graduate  
1 
6 
 
8 
5 
16.7 
35.3 
 
38.1 
31.2 
5 
11 
 
13 
11 
83.3 
64.7 
 
61.9 
68.8 
6 
17 
 
21 
16 
1.02, 
P= 0.80(NS) 
4. Marital 
status 
Single 
Married 
Widowed 
0 
19 
1 
0.00 
34.5 
33.3 
2 
36 
2 
100 
65.5 
66.7 
2 
55 
3 
1.03, 
P=0.60(NS) 
5. 
 
 
 
Occupation
al status 
 
Unemployed 
Self employed 
Professsional 
Retired  
4 
9 
7 
0 
21.1 
37.5 
46.7 
0.0 
15 
15 
8 
2 
78.9 
62.5 
53.3 
100 
19 
24 
15 
2 
3.68, 
P=0.30(NS) 
 
6. Social habit 
 
 
Smoker 
Alcoholic 
Smoking and 
alcoholic 
Both  
3 
2 
7 
 
8 
30.0 
22.2 
43.8 
 
32.0 
7 
7 
9 
 
17 
70 
77.8 
56.2 
 
68.0 
10 
9 
16 
 
25 
 
1.35, 
P=0.72(NS) 
 
 
 
Table 7 shows the association between PTSS and demographic variables. PTSS 
is associated with age and sex as indicated by the p values 0.04 and 0.01 respectively. 
42 
 
Table 8: Association between PTSS and Clinical Characteristics 
Sl.
No
. 
Clinical Characteristics PTSS Score N Chi square 
value, 
P value 
Low PTSS High PTSS 
N % n % 
1. Sedative 
dosage  
No sedation 
Mild sedation 
Moderate sedation 
Severe sedation 
17 
2 
1 
0 
58.6 
8.0 
16.7 
0.0 
12 
23 
5 
0 
41.4 
92 
83.3 
0.0 
29 
25 
6 
0 
16.31, 
P=0.001(S) 
2. No. of 
vasopressors 
One 
Two 
>2 
18 
1 
1 
56.2 
6.2 
8.3 
14 
15 
11 
43.8 
93.8 
91.7 
32 
16 
12 
16.21, 
P=0.001(S) 
3. Delirium  Present 
Absent   
1 
19 
20.0 
34.5 
4 
36 
80 
65.5 
5 
55 
0.43, 
P= 0.51(NS) 
4. No. of 
restrained 
1-3 
4-6 
>6 
1 
7 
12 
50.0 
53.8 
26.7 
1 
6 
33 
50.0 
46.2 
73.3 
2 
13 
45 
3.61, 
P=0.16(NS) 
5. 
 
Days sedated 
 
 
1-3 
4-6 
>6 
13 
5 
2 
61.9 
35.7 
8.0 
8 
9 
23 
38.1 
64.3 
92.0 
21 
14 
25 
14.97, 
P=0.001(S) 
 
6. 
 
 
Days 
received 
vasopressors 
1-3 
4-6 
>6 
12 
4 
4 
46.2 
26.7 
21.2 
14 
11 
15 
53.8 
73.3 
78.8 
26 
15 
19 
3.51, 
P=0.17(NS) 
 
7. Days in ICU  
 
1-3 
4-6 
>6 
2 
9 
9 
66.7 
47.4 
23.7 
1 
10 
29 
33.3 
52.6 
76.3 
3 
19 
38 
4.77, 
P=0.04(S) 
8. APACHE II 
Score 
 
 
10-14 
15-19 
20-24 
25-29 
30-34 
>34 
0 
9 
7 
2 
1 
1 
0.0 
60.0 
29.2 
20.0 
10.0 
100 
0 
6 
17 
8 
9 
0 
0.0 
40.0 
70.8 
80.0 
90.0 
0.0 
0 
15 
24 
10 
10 
1 
10.23, 
P= 0.04(S) 
 
 
 
  Table 8 shows the association between PTSS and clinical variables among 
patients discharged from ICU. PTSS is associated with sedative dosage, number of 
vasopressors, days sedated and APACHE II as indicated by the p values. 
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Table 9: Association between State Anxiety (STAI Y-1) and Demographic 
variables 
Sl.
no. 
Demographic variables State anxiety STAI Y1 N Chi square 
value, 
P value 
Mild Moderate Severe 
N % N % n % 
1. Age    17-35 years 
36-50 years 
51-70 years 
0 
5 
3 
20 
26.3 
8.3 
8 
12 
18 
60.0 
63.2 
91.7 
1 
 
13 
0 
20 
 
10.5 
0.0 
9 
30 
21 
10.19, 
P=0.04(S) 
2. Sex  Male  
Female  
6 
2 
14.6 
10.5 
25 
13 
85.4 
73.7 
0 
14 
0.0 
15.8 
 
31 
29 
6.85, 
P=0.03(S) 
3. Educati
on 
status 
Illiterate 
Primary education 
High school 
Graduate 
1 
1 
2 
4 
16.7 
5.9 
9.5 
25.0 
4 
15 
15 
4 
66.7 
88.2 
90.5 
68.8 
10 
2 
0 
2 
16.7 
5.9 
0.0 
6.3 
15 
18 
17 
10 
6.16, 
P= 0.40(NS) 
4. Marital 
status 
Single 
Married 
widowed 
0 
7 
1 
50.0 
10.9 
33.3 
1 
35 
2 
50.0 
83.6 
66.7 
0 
14 
0 
0.0 
5.5 
0.0 
1 
56 
3 
3.78, 
P=0.43(NS) 
5. Occupa-
tional 
status 
 
Unemployed 
Self employed 
Professional 
Retired  
2 
4 
2 
0 
10.5 
16.7 
13.3 
0.0 
16 
17
3 
2 
80.0 
79.2 
80.0 
100 
10 
2 
2 
0 
5.3 
4.2 
6.7 
0.0 
28 
23 
7 
2 
0.92, 
P=0.98(NS) 
 
 
6. 
 
Social 
habit 
 
 
Smoker 
Alcoholic 
Smoking and 
alcoholic 
Both  
2 
0 
1 
 
5 
20.0 
0.0 
6.3 
 
20.0 
8 
9 
10 
 
11 
80.0 
100 
87.5 
 
72.0 
0 
0 
10 
 
4 
0.0 
0.0 
6.3 
 
8.0 
10 
9 
21 
 
20 
 
5.14, 
P=0.52(NS) 
 
 
 
Table 9 showed that the association between State anxiety and demographic 
variables. State anxiety scores were associated with age and sex as indicated by p=0.04 
and p=0.03 respectively. 
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Table 10: Association between State Anxiety (STAI Y-1) And Clinical 
characteristics 
Sl. 
No. 
Clinical characteristics State anxiety STAI Y1 n Chi square 
value, 
P value 
Mild Moderate Severe 
n % N % N % 
1. Sedative 
dosage 
No sedation 
Mild 
Moderate 
Severe  
7 
1 
0 
0 
24.1 
4.0 
0.0 
0.0 
15 
19 
4 
0 
75.9 
92.0 
66.7 
0.0 
0 
6 
8 
0 
0.0 
4.0 
33.3 
0.0 
22 
26 
12 
0 
16.71, 
P=0.01(S) 
2. No. of 
vasopressor
s 
1 
2 
>2 
2 
3 
3 
6.3 
18.8 
25.0 
18 
12 
8 
87.5 
75.0 
75.0 
4 
10 
0 
6.3 
6.3 
0.0 
24 
25 
11 
3.81, 
P=0.043(S) 
3. Delirium  Present 
Absent   
1 
7 
20.0 
12.7 
4 
34 
80.0 
81.8 
0 
14 
0.0 
5.5 
5 
55 
0.45, 
P=0.73(NS) 
4. No. of days 
restrained  
1-3 
4-6 
>6 days 
0 
2 
6 
0.0 
15.4 
13.3 
2 
10 
37 
100 
76.9 
82.2 
0 
1 
2 
0.0 
7.7 
4.4 
2 
13 
45 
0.74, 
P=0.95 
(NS) 
5. Days 
sedated 
1-3 
4-6 
>6 days 
0 
2 
6 
0.0 
14.3 
24.0 
16 
14 
8 
100 
85.7 
64.0 
0 
0 
14 
0.0 
0.0 
12.0 
16 
16 
28 
10.99, 
P=0.02(S) 
6. Days 
received 
vaso-
pressors 
1-3 
4-6 
>6 days 
 
2 
3 
3 
 
7.7 
20.0 
15.8 
 
18 
10 
10 
 
84.6 
73.3 
84.2 
 
4 
10 
0 
 
7.7 
6.7 
0.0 
 
24 
23 
13 
 
2.78, 
P=0.57 
(NS) 
 
7. Days in 
ICU 
1-3 
4-6 
>6 days 
0 
2 
6 
0.0 
10.5 
15.8 
3 
16 
19 
100 
89.5 
76.3 
0 
0 
14 
0.0 
0.0 
7.9 
3 
18 
39 
2.82 
P=0.57 
(NS) 
8.   APACHE 
II Score 
 
 
10-14 
15-19 
20-24 
25-29 
30-34 
>34 
0 
4 
3 
0 
1 
0 
0.0 
26.7 
12.5 
0.0 
10.0 
0.0 
0 
10 
10 
8 
9 
1 
0.0 
66.7 
83.3 
90.0 
90.0 
100 
0 
4 
4 
6 
0 
0 
0.0 
6.7 
4.2 
10.0 
0.0 
0.0 
0 
18 
17 
14 
10 
1 
5.36, 
P= 0.72 
(NS) 
Table 10 depicts the association between state anxiety and clinical variables. State 
anxiety was associated with sedative dosage and days sedated as confirmed by the chi 
square tests indicated by the values. 
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Table 11: Association between Trait Anxiety (STAI Y-2) and Demographic 
Variables 
Sl.
No. 
Demographic variables Trait anxiety STAI Y2 N Chi square 
value, 
P value 
Mild Moderate Severe 
n % n % N % 
1. Age    17-35 years 
36-50 years 
51-70 years 
0 
5 
16 
0.0 
26.3 
44.4 
4 
13 
20 
80.0 
68.4 
55.6 
1 
 
1 
0 
2.0 
 
5.3 
0.0 
5 
19 
36 
9.30, 
P=0.05(S) 
2. Sex  Male  
Female  
15 
6 
36.6 
31.6 
24 
13 
58.5 
68.4 
2 
0 
4.9 
0.0 
41 
19 
1.22, P=0.54(NS) 
3. Education 
status 
Illiterate 
Primary 
education 
High school 
Graduate 
3 
6 
 
7 
5 
50.0 
35.3 
 
33.3 
31.3 
3 
11 
 
12 
11 
50.0 
64.7 
 
57.1 
68.8 
0 
0 
 
 
2 
0 
0.0 
0.0 
 
9.5 
0.0 
6 
17 
 
21 
16 
4.53, 
P= 0.60(NS) 
4. Marital 
status 
Single 
Married 
Widowed 
2 
16 
3 
50.0 
29.1 
100 
0 
37 
0 
50.0 
67.3 
0.0 
0 
2 
 
0 
0.0 
3.6 
 
0.0 
2 
55 
3 
10.12, 
P=0.04(S) 
5. 
 
 
Occupa-
tional 
status 
 
Unemployed 
Self employed 
Professional 
Retired  
5 
10 
5 
1 
26.3 
41.7 
33.3 
50.0 
14 
12 
10 
1 
73.7 
50.0 
66.7 
50.0 
1 
2 
0 
0 
0.0 
8.3 
0.0 
0.0 
19 
24 
15 
2 
4.92, 
P=0.55(NS) 
 
6. Social 
habit 
 
 
Smoker 
Alcoholic 
Smoking and 
alcoholic 
Both  
2 
3 
5 
 
11 
20.0 
33.3 
31.3 
 
44.0 
8 
6 
9 
 
14 
80.0 
66.7 
56.3 
 
56.0 
0 
0 
2 
 
0 
0.0 
0.0 
12.5 
 
0.0 
10 
9 
16 
 
25 
 
7.58, 
P=0.27(NS) 
 
 
 
Table 11 shows the association between trait anxiety score (STAI Y-2) 
and demographic variables. Younger age patients and married patients are 
having more score than others. It was confirmed using chi square test. 
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Table 12: Association between Trait Anxiety and Clinical characteristics 
Sl.
No. 
Clinical variables Trait anxiety STAI Y2 N Chi square 
value, 
P value 
Mild Moderate Severe 
n % n % N % 
1. Sedative 
dosage 
No sedation 
Mild 
Moderate 
Severe  
15 
6 
0 
0 
51.7 
24.0 
0.0 
0.0 
14 
18 
5 
0 
48.3 
72.0 
83.3 
0.0 
0 
1 
1 
0 
0.0 
4.0 
16.7 
0.0 
29 
25 
6 
0 
11.21, 
p=0.02(S) 
2. No. of 
vasopressors 
1 
2 
>2 
11 
4 
6 
34.4 
25.0 
50.0 
20 
11 
6 
62.5 
68.8 
50.0 
1 
1 
0 
3.1 
6.3 
0.0 
32 
16 
12 
2.44, 
p=0.65 
(NS) 
3. Delirium  Present  
Absent   
1 
20 
20.0 
36.4 
4 
33 
80.0 
60.0 
0 
2 
0.0 
3.6 
5 
55 
0.83, 
p=0.66(NS) 
4. No. of days 
restrained  
1-3 
4-6 
>6 days 
0 
2 
19 
0.0 
15.4 
42.2 
2 
10 
25 
30.0 
76.9 
55.6 
0 
1 
1 
0.0 
7.7 
2.2 
2 
13 
45 
5.01, 
p=0.28 
(NS) 
5. 
 
 
Days sedated 
 
 
1-3 
4-6 
>6 days 
5 
4 
12 
23.8 
28.6 
48.0 
15 
10 
12 
71.4 
71.4 
48.0 
1 
0 
1 
4.8 
0.0 
4.0 
21 
14 
25 
4.05, 
p=0.40 
(NS) 
6. 
 
Days 
received 
vasopressors 
1-3 
4-6 
>6 days 
4 
6 
11 
15.4 
40.0 
57.9 
21 
8 
8 
80.8 
53.3 
42.1 
1 
1 
0 
3.8 
6.7 
0.0 
26 
15 
19 
9.85, 
p=0.04(S) 
 
7. 
 
Days in ICU 
 
 
1-3 
4-6 
>6 days 
1 
8 
12 
33.3 
42.1 
31.6 
2 
11 
24 
66.7 
57.9 
63.2 
0 
0 
2 
0.0 
0.0 
5.3 
3 
19 
38 
1.63 
p=0.80 
(NS) 
8.   APACHE II 
Score 
 
 
10-14 
15-19 
20-24 
25-29 
30-34 
>34 
0 
6 
9 
2 
4 
0 
0.0 
40.0 
37.5 
20.0 
40.0 
0.0 
0 
8 
14 
8 
6 
1 
0.0 
53.3 
58.3 
80.0 
60.0 
1.6 
0 
1 
1 
0 
0 
0 
0.0 
6.7 
4.2 
0.0 
0.0 
0.0 
0 
15 
24 
10 
10 
1 
3.46, 
p= 0.90 
(NS) 
 
Table 12 shows that Trait anxiety was associated with sedative dosage 
and days received vasopressors as indicated by p=0.02 and p=0.04 respectively.  
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CHAPTER-V 
DISCUSSION, SUMMARY, CONCLUSION, IMPLICATIONS, 
LIMITATIONS AND RECOMMENDATIONS 
 
DISCUSSION: 
 The present study was designed to assess the post-traumatic stress symptoms 
and anxiety among patients after discharge from ICU, to correlate post-traumatic stress 
symptoms and anxiety, and to associate the post-traumatic stress symptoms and anxiety 
with selected demographic and clinical variables.  
Demographic characteristics of the subjects after discharge from ICU were: 
 Out of 60 subjects, 60% of the selected subjects comes under the age group of 
51-70 years. 68% were males among the selected samples. Based on education, 28% 
had primary education and 35% had high school education. 40% were self-employed 
and 93% were married. Based on social habits, 27% were both smoker and alcoholic 
and 41% didn’t had either smoking or alcohol. 
Clinical characteristics of subjects after discharge from ICU were: 
 Out of 60 subjects 48% were not having sedation and 41 % were having mild 
sedation. 20% were using more than 2 vasopressors, 9% developed delirium, 75% were 
restrained for more than 6 days,40% were sedated more than 6 days, 43% were under 
3 days on vasopressors, 63% stayed in ICU for more than 6 days and 40% had APACHE 
II score between 20 and 24 that indicates 40% of predicted mortality. 
The first objective was to assess the posttraumatic stress symptoms and anxiety 
among patients after discharge from ICU. 
 In the present study the investigator has find that out of 60 subjects, 33% of 
them were having low level of PTSS and 67% were having high level of PTSS and 
mean score of PTSS was 51.56 with Standard Deviation 10.03. 13% of the patients 
were having mild level of state anxiety, 64% of the patients were having moderate level 
of state anxiety and 23% of them were having severe level of state anxiety with a mean 
score of 57.6 and SD 9.4. 35.0% of the patients were having mild level of trait anxiety, 
61.7% of the patients were having moderate level of trait anxiety and 3.3% of them 
were having severe level of trait anxiety with a mean score of 46.31 and SD 9.88.  
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 The present study is consistent with the study of Myhren et al., (2010) which 
also had PTSS and anxiety among patients after ICU discharge. 194 cases were 
allocated for the study and the selected participants completed the Impact of Event Scale 
(IES), Hospital Anxiety and Depression Scale (HADS), Life Orientation Test (LOT) at 
4 to 6 weeks, 3 and 12 months and ICU memory tool at the first assessment whereas in 
the current study the investigator has used PTSS 14 question inventory to measure the 
post traumatic stress symptoms and STAI inventory to assess the state and trait anxiety. 
The study results of the previous study were half of the patients had PTSD-related 
symptoms indicated by IES-total ≥ 20 and high levels of psychological distress and 
anxiety confirmed by higher HADS score of 10.5 patients one year after intensive care 
treatment. The current study revealed that 67% of the respondents had developed high 
level of PTSS and 33% had low level of PTSS and most of them developed moderate 
to severe level of state anxiety.  Predictors for the symptoms according to Myhren et 
al., were unemployment, Length of stay in ICU, mechanically ventilated and 
personality trait (optimism) whereas the predictors of PTSS in the present study 
included age, sex, sedative dosage, number of vasopressors, days sedated, days in ICU 
and severity of illness. 
The second objective was to correlate posttraumatic stress symptoms with anxiety 
among patients after discharge from ICU: 
 In the present study, there is a mild positive correlation between PTSS and state 
anxiety with computed r value of 0.75 at P value <0.01. This was not in consistent with 
the study results of Castillo et al., (2015) who conducted a prospective study to 
determine the state and trait anxiety during critical illness and posttraumatic stress 
symptoms over 6 months after ICU discharge. State anxiety was assessed with Faces 
Anxiety Scale during ICU stay and trait anxiety was measured using State Trait Anxiety 
Inventory Form Y-2 whereas in the current study, both state and trait anxiety was 
assessed using State Trait Anxiety Inventory Y-1 and Y-2. Posttraumatic stress 
symptoms were assessed during 3 and 6 months after ICU discharge using Post 
traumatic stress symptom 10 question inventory and in the present study PTSS was 
assessed using the modified version of PTSS-10 i.e., PTSS 14 inventory which had a 
high validity and reliability than PTSS-10. His study results manifested 57% of 
participants with moderate to severe levels of state anxiety and 43% had high level of 
trait anxiety which was in line with the results of the present study that  had 64% with 
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moderate levels of state anxiety and 62% moderate levels of trait anxiety. High levels 
of posttraumatic stress symptoms occurred at 3 and 6 months post ICU discharge and 
in the present study PTSS was assessed only at one time. In the current study, PTSS 
had association with age, sex, sedative dosage, number of vasopressors, days sedated, 
days in ICU and severity of illness. This was not in consistent with the previous study 
that had no significant difference in gender, APACHE III score and length of ICU stay 
and PTSS had no correlation with state anxiety.  
The third objective was to associate posttraumatic stress symptoms and anxiety 
among patients after discharge from ICU with selected demographic and clinical 
variables: 
              The present study had developed PTSS with a mean score of 51.56 which was 
consistent with the study conducted by Sadat Z. et al., (2015) in which the prevalence 
of posttraumatic stress disorder and related factors among patients discharged from 
Critical Care Units in Kashan, Iran was assessed. 332 subjects were participated in the 
study. PTSD checklist were used in the study and was answered one month after ICU 
discharge whereas the investigator has used PTSS 14 questionnaire to assess the post-
traumatic stress symptoms. 48.2% of patients in ICUs (n = 160) had symptoms of PTSD 
based on PCL score ≥ 45. The mean PCL score was 44.24 ± 19.89 in all samples.  PTSD 
was more prevalent among single patients, unemployed and in those older patients, 
having more children and longer hospitalization and having a history of drugs abuse. 
The PTSD was also more common among patients with additional comorbidities and 
those who used ventilator during intensive care. In the current study, PTSS is associated 
with age and sex and this finding is consistent with Sadat et al., in terms of age whereas 
it is not consistent in terms of gender. In the present study, sedative dosage, number of 
vasopressors, days sedated, days in ICU and APACHE II were associated with PTSS.  
       The present study is consistent with the results of study conducted by Warlan H. 
et al., (2016) that detected post-traumatic stress symptoms in patients after discharge 
from intensive care and 17% of the sample met diagnostic criteria for PTSD. Risk of 
PTSD was associated with a history of depression (ꭕ2 = 5.6; P = .02), moderate levels 
of sedation ((ꭕ2 = 9.9; P = .02), and delirium ((ꭕ2 = 7.4; P = .02). In the present study, 
PTSS is associated with number of vasopressors, days sedated and being female which 
was not in consistent with the study results of Warlan et al. Also, in the current study, 
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PTSS is associated with sedative dosage which is consistent with the results of Warlan 
et al. Days restrained and days received vasopressors is not associated with the 
development of PTSS which is same as  with the results of Warlan et al. The current 
study results showed no association of delirium with PTSS whereas the previous study 
results showed association of PTSS with delirium. 
SUMMARY: 
 The purpose of the study is to assess the posttraumatic stress symptoms and 
anxiety among patients after discharge from ICU. The study was conducted at KMCH, 
Coimbatore. 
The objectives of the study were to: 
 Assess the posttraumatic stress symptoms and anxiety among patients after 
discharge from ICU. 
 Correlate PTSS and anxiety of patients after discharge from ICU 
 Associate the posttraumatic stress symptoms and anxiety with selected 
demographic and clinical variables. 
 The correlational descriptive design was used for the study. The population of 
the study was 60 subjects who had discharged from ICU weaned from mechanical 
ventilation. The study was based on modified Roy’s Adaptation theory. The subjects 
was selected by purposive sampling technique. The demographic and clinical 
characteristics were taken from the medical records and data collection was done by 
using the PTSS 14 questionnaire and STAI Y1 and STAI Y2 after discharge from ICU. 
Descriptive tests were used for the statistical analysis. Karl Pearson test was used to 
identify the correlation between PTSS and anxiety and Chi square tests was used to find 
the association of PTSS and anxiety with selected demographic and clinical variables. 
The study was tested and accepted the hypotheses. 
Major findings of the study 
 33.3% of them were having less PTSS score and 66.7% were having greater level of 
PTSS score. 
 13.0% of the patients were having mild level of state anxiety, 64.0% of the patients 
were having moderate level of state anxiety and 23.0% of them are having severe 
level of state anxiety. 
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 35.0% of the patients were having mild level of trait anxiety, 61.7% of the patients 
were having moderate level of trait anxiety and 3.3% of them were having severe 
level of trait anxiety. 
 There is a positive correlation between PTSS and state anxiety with computed r value 
of 0.75 at P value <0.01. 
 PTSS is associated with age and sex as indicated by the p values 0.04 and 0.01 
respectively. PTSS is associated with sedative dosage (p=0.001), number of 
vasopressors (p=0.001), days sedated (p=0.001) and APACHE II (p=0.04). 
 State anxiety were associated with age and sex as confirmed by the chi square test 
indicated by the p values (p=0.04, p=0.03). State anxiety was associated with 
sedative dosage and days sedated as confirmed by the chi square tests indicated by 
p=0.01 and p=0.02 
 Trait anxiety was associated with younger age (p=0.05) and married patients 
(p=0.04) which was confirmed using chi square test. Trait anxiety was associated 
with sedative dosage (p=0.02) and days received vasopressors (p=0.04). 
 
CONCLUSION 
 Technological advancements in the health care setting has reduced the 
mortality rate of human beings but their emotional consequences also need to be 
concerned. PTSS 14 and STAI was useful to identify the level of posttraumatic stress 
symptoms and anxiety among patients after discharge from ICU, KMCH, Coimbatore.  
 
IMPLICATION  
 Posttraumatic stress symptoms and anxiety among patients after discharge 
from ICU are developed mainly because of the therapeutic interventions and the 
technological advancements in recent use. The dosage of sedation, number of days 
sedated and the number of vasopressors being used makes the patient more prone to 
develop posttraumatic stress symptoms and anxiety. Thereby, reducing the dosage of 
sedation or number of vasopressors can reduce the emotional consequences of the ICU 
patients. 
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Implication for Nursing Education: 
 The nurse educator can provide in-service education to all students and the staff 
nurses on the methods to reduce the impact of ICU interventions that makes the 
patients expose to posttraumatic stress disorder and anxiety. 
 The staff nurses and students can be educated to have concern not only on the 
curative aspects but also on the psychological impact that the ICU interventions do.  
 
Implications for nursing practice: 
 The findings of the study highlights the impact of vasopressors and sedation on the 
development of posttraumatic stress symptoms. 
 This study thus creates the awareness among nurses to reduce the sedation and 
vasopressors and thereby reduce the development of posttraumatic stress 
symptoms. 
 This study helps the nurses to be aware of the need to provide counselling and 
reassure of their recovery and to give proper and clear information about their health 
condition. 
 This also gives awareness to minimize the length of ICU stay as soon as possible 
thereby reducing the emotional consequences of being critically ill. 
 
Implications for nursing administration: 
 The nurse administrative can motivate the nursing personnel to carry out small 
projects or workshop regarding the need for educating the importance of need to 
take care on the development of posttraumatic stress symptoms. 
 Nurse administrators can educate the nursing staff to taper the sedation level and 
use of vasopressors to reduce the posttraumatic stress symptoms. 
 Nurse administrator can motivate the nursing staff and students to update their 
knowledge on the prevention and management of posttraumatic stress symptoms 
and anxiety after discharge from ICU. 
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LIMITATIONS: 
 In this study only one time observation was done for the participants. 
 Effect of change over time was not analysed. 
 Days of mechanical ventilation was not included in the study. 
 The samples were not randomly selected. 
 
RECOMMENDATIONS 
 Experimental study can be conducted to determine the effectiveness of 
interventions on the prevention and management of posttraumatic stress 
symptoms after discharge from ICU. 
 Quality of life can be assessed in patients after ICU discharge. 
 Study can be conducted to assess the progress from PTSS to PTSD by doing 
assessment at 3 months and 6 months.  
 
 
 
 
 
 
 
 
 
 
 
  
54 
 
ABSTRACT 
 A study entitled “A study to assess the Post Traumatic Stress Symptoms and 
Anxiety after discharge from ICU at KMCH, Coimbatore.” Objective: The aim of 
the study is to assess the Post Traumatic Stress Symptoms and Anxiety after discharge 
from ICU, to correlate PTSS and Anxiety and to associate PTSS and Anxiety with 
selected Demographic and Clinical Characteristics. Design: Descriptive correlational 
design. Setting: Step down wards of Kovai Medical Center and Hospital, Coimbatore. 
Sample Size: 60 subjects both male and female above the age of 17 years weaned from 
mechanical ventilator and discharged from ICU were recruited for the study.  
Conceptual Framework: Modified Roy’s Adaptation theory. Data Collection 
Procedure: After getting the verbal consent, the demographic data and clinical 
characteristics were assessed and after discharge from ICU they were asked to complete 
the PTSS-14 Questionnaire and STAI Inventory. Results: Among 60 participants, 
33.3% of them were having less PTSS score and 66.7% were having greater level of 
PTSS score with a mean score of 47.3. 13% of the patients are having mild level of 
state anxiety, 64% of the patients are having moderate level of state anxiety and 23% 
of them are having severe level of state anxiety. The mean score of STAI state anxiety 
was 50.38. 35.0% of the patients are having mild level of trait anxiety, 61.7% of the 
patients are having moderate level of trait anxiety and 3.3% of them are having severe 
level of trait anxiety with a mean score of 46.31. Conclusion: The study results showed 
that there is a high level of PTSS and moderate to severe levels of anxiety after 
discharge from ICU. 
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APPENDIX-A 
SECTION A 
DEMOGRAPHIC VARIABLE 
1. Age: 
a) 17-35 years 
b) 36-50years 
c) 51-70 years 
2. Sex: 
a) Male 
b) Female  
 
3. Education: 
a) Illiterate  
b) Primary education 
c) High school 
d) Graduate 
 
4. Marital status: 
a) Single 
b) Married  
c) widowed 
 
5. Occupation  
a) Unemployed 
b) Self employment 
c) Professional  
d) Retired  
 
6. Social habits 
a) smoker  
b) alcoholic 
c) smoker and alcoholic 
d) nil   
  
SECTION- B 
 
CLINICAL CHARACTERISTICS 
 
1. Sedative dosage: 
a) No sedation 
b) Light 
c) Moderate 
d) Severe  
 
2. Number of vasopressors: 
a) 1 
b) 2 
c) >2 
3. CAM-ICU 
a) Positive  
b) Negative 
 
4. Days restrained 
a) 1-3 
b) 4-6 
c) More than 6 days 
 
5. Days sedated 
a) 1-3 
b) 4-6 
c) More than 6 days 
 
6. Days received vasopressors 
a) 1-3 
b) 4-6 
c) More than 6 days 
 
7. Days in ICU  
a) 1-3 
b) 4-6 
c) More than 6 days 
 
8. APACHE SCORE: 
a) 10-14 
b) 15-19 
c) 20-24 
d) 25-29 
e) 30-34 
f) >34 
 
APACHE II ASSESSMENT SCALE 
  
 
Temperature: 
Mean Arterial Pressure: 
Heart Rate: 
Respiratory Rate: 
FiO2: 
Serum Sodium: 
Serum Potassium: 
Serum Creatinine: 
Hematocrit: 
WBC Count: 
Glasgow Coma Scale Score: 
Serum HCO3: 
Age: 
 
Chronic Health Condition  
Acute Renal Failure: 
Chronic Health Condition/ Severe Organ Dysfunction   Yes /No 
 
Total Score=A+B+C 
A= Total Acute Physiology Score (Sum Of the 12 Individual Variable Points) 
B= Age Points 
C= Chronic Health Points 
  
 
 
 
 
                                  RICHMOND AGITATION SEDATION SCALE 
 
Score  Term  Description  
+4 Combative  Overly combative, violent, immediate 
danger to staff 
+3 Very agitated Pulls or removes tubes or catheters, 
aggressive  
+2 Agitated  Frequent unpurposeful movement 
+1 Restless  Anxious  
0 Alert and calm Not fully alert but has sustained 
awakening 
-1 Drowsy  Briefly awakens to voice with eye 
contact 
-2 Light sedation Movement or eye opening but no eye 
contact 
-3 Moderate sedation Eye opening to voice 
-4 Deep sedation No response to voice but response to 
physical stimulation 
-5 Unarousable  No response to voice ad physical 
stimulation 
 
 
 
 
 
 
 
 
 
 
 
CONFUSION ASSESSMENT METHOD (CAM) ICU 
 
 
 
 
 
The diagnosis of delirium is confirmed by presence of both features A and B 
and the presence of either feature C or D 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
SL.NO. FEATURES 
A. Acute onset or fluctuating course 
B. Inattention 
C. Altered level of consciousness 
D. Disorganized thinking 
APPENDIX-B 
SECTION- C 
POST TRAUMATIC SRESS SCALE- 14 QUESTIONNAIRE 
 
 
Read each statement and then circle the appropriate number given below to indicate how you 
feel at this moment. Do not spend too much time on one question. 
 
A. When I think back to the time of my serious illness and my stay in the hospital, I 
remember:  
         Nightmares    yes /no  
         strong anxiety   /panic states yes/ no  
         severe pain yes /no  
         Difficulty breathing / feelings of suffocation yes /no  
 
B. Currently (ie in the last days), I suffer from:  
1. Sleep disorders.  
         never                                  always  
            1       2    3     4     5     6        7 
 
2. ... nightmares  
         Never                                  always  
            1       2    3     4     5     6        7 
 
3. ... depression / I felt depressed / depressed.  
           never                                 always  
             1      2    3      4      5     6      7 
 
4. ... dreadfulness / I am easily frightened by sudden sounds or movements.  
           Never                                 always  
             1      2     3      4       5    6     7 
 
5. ... the need to withdraw from others. 
            never                                 always  
             1      2      3      4      5      6     7 
 
6. ... irritability, which means that I am easily upset, annoyed or angry.  
            Never                                always  
              1      2      3      4      5      6      7 
7. ... frequent mood swings.  
             Never                                always  
               1      2      3     4       5      6      7 
8. ... a guilty conscience, I blame myself, I have guilt feelings.  
            never                                  always  
               1       2     3      4      5       6     7 
9. ... fear of places and situations that reminds me of ICU  
             Never                                 always  
                1      2      3     4       5       6     7 
  
10. ... muscle tension.  
             Never                                  always  
                1       2      3     4       5    6   7 
 
 
11. ... shattering, unwanted thoughts or images of my time on ICU  
             Never                                   always  
                1        2    3      4     5    6     7 
 
12. ... feeling numb (eg the inability to cry or to develop affection).  
              never                                    always  
                1        2     3     4     5     6     7 
 
13. ... avoiding people, places or situations that remind me of the ICU 
                Never                                   always  
                    1     2     3     4     5     6     7 
 
14. ... the feeling as if my plans or dreams for the future will not come true. 
                   Never                              always  
                     1     2     3     4     5     6     7 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
APPENDIX-C 
                                                     SECTION- D 
STATE TRAIT AND ANXIETY INVENTORY 
Read each statement and then circle the appropriate number to the right of the 
statement to indicate how you feel right now: 
1- Not At All  
2- Somewhat  
3- Moderately So  
4- Very Much So 
 
                                                  STAI FORM Y-1                     
Sl. 
No. 
Statement 1 2 3 4 
Not at 
all 
somewhat Moderately 
so 
Very 
much so 
1. I feel calm                                                                             
2. I feel secure      
3. I am tense     
4. I feel strained     
5. I feel at ease     
6. I feel upset     
7. I am presently worrying over 
possible misfortunes 
    
8. I feel satisfied     
9. I feel frightened     
10. I feel comfortable     
11. I feel self-confident     
12. I feel nervous     
13 I am jittery     
14. I feel indecisive     
15. I am relaxed     
16. I feel content     
17. I am worried     
18. I feel confused     
19. I feel steady     
20. I feel pleasant     
STAI FORM Y-2 
Read each statement and then circle the appropriate number to the right of the 
statement to indicate how you feel generally: 
1- Almost never;  2 – sometimes;  3 – often; 4 - almost always 
 
Sl. 
No. 
Statement 1 2 3 4 
Almost 
never 
Sometimes Often Almost 
always 
1. I feel pleasant     
2. I feel nervous and restless     
3. I feel satisfied with myself     
4. I wish I could be as happy as 
others 
    
5. I feel like a failure     
6. I feel rested     
7. I am calm, cool and collected     
8. I feel that difficulties are piling up 
so that I cannot overcome them 
    
9. I worry too much over something 
that doesn’t matter 
    
10. I am happy     
11. I have disturbing thoughts     
12. I lack self confidence     
13 I feel insecure     
14. I make decisions easily     
15. I feel inadequate     
16. I am content     
17. Some unimportant things run my 
mind and bothers me 
    
18. I take disappointments so keenly 
that I can’t put them out of my 
mind 
    
19. I am a steady person      
20. I get in a state of tension as I think 
over my recent concerns and 
interests. 
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LETTER SEEKING EXPERT’S GUIDANCE 
 
 
APPENDIX-E 
REQUISITION FOR CONTENT VALIDITY 
 
From  
 II year M.Sc. Nursing,  
 KMCH College Of Nursing,  
 Coimbatore.  
To  
 Through the proper channel 
 The Principal,  
 KMCH College Of Nursing,  
 Coimbatore.  
Respected Madam,  
  Sub: Seeking Expert Opinion and Content Validity Regarding  
  I am the student of KMCH college of Nursing. As a part of partial fulfilment of my 
post graduate programme, I wish to undertake a study titled “A study to assess the Post 
Traumatic Stress Symptoms and Anxiety among patients after discharge from ICU at 
KMCH, Coimbatore.” It will be of immense help to me if you could peruse the proposal and 
the research tool. Here with I am enclosing the copy to the same. Kindly do the needful.  
  
Thanking You,  
  
Date:  
Place:                                                                                                              Yours faithfully,  
                                                                                                                         301610451 
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gFjp - ,  
mjph;r;rpf;Fg; gpwF kd mOj;j  msT - 14 tpdh epuy; 
 
xt;nthU tpdhepuypy; cs;s mjd; $w;iwAk; me;j Neuj;jpy; ePq;fs; vg;gb 
czh;fpwPh;fs; vd;gij Fwpg;gpLtjw;F fPNo nfhLf;fg;gl;Ls;s njhpTfSs; 
nghUj;jkhd vz;iz tll;kplTk;. ve;jnthU Nfs;tpf;Fk; mjpf Neuj;ijr; 
nrytpl Ntz;lhk;.  
 
A. ehd; jPtpukhd NehapypUe;J Fzkile;jg;gpwFk; jPtpu rpfpr;irg; gphptpy; 
,Uf;Fk; nghOJ vdf;F 
fdTfs; Njhd;WfpwJ.      Mk;  / ,y;iy 
mjpf ftiyfs; kw;Wk; gPjp VwgLfpwJ   Mk;  / ,y;iy 
fLikahd typ Vw;gLfpwJ     Mk;  / ,y;iy 
%r;R tpLtjpy; rpukk; / %r;Rj; jpzwy; Vw;gLfpwJ Mk;  / ,y;iy 
 
B. jw;NghJ (mjhtJ filrp ehl;fspy;)  ehd; gpd;tUtdt;why; 
ghjpf;fg;gLfpNwd;. 
1. J}f;ff; NfhshWfs; 
xUNghJk; ,y;iy vg;NghJk; cz;L 
1  2  3  4  5  6  7 
 
2. fdTfs; Njhd;Wfpd;wd 
xUNghJk; ,y;iy vg;NghJk; cz;L 
1  2  3  4  5  6  7 
 
3. kd mOj;jj;ij czh;fpNwd;; 
xUNghJk; ,y;iy  vg;NghJk; cz;L 
1  2  3  4  5  6  7 
 
4. ehd; jpBnud;W Vw;gLfpd;w rg;jk; my;yJ ,af;fq;fshy;  
gag;gLfpNwd;. 
 xUNghJk; ,y;iy vg;NghJk; cz;L 
1   2   3   4   5   6  7 
5. ehd; jdpikapy; ,Uf;f tpUk;GfpNwd; 
     xUNghJk; ,y;iy vg;NghJk; cz;L 
1   2   3   4   5   6  7 
 
6. ehd; vspjhff; Nfhgg; gLfpNwd; my;yJ ftiyg;gLfpNwd; 
xUNghJk; ,y;iy  vg;NghJk; cz;L 
1   2   3   4   5   6  7 
 
7. mbf;fb kdepiyapy; khw;wk; Vw;gLfpwJ. 
xUNghJk; ,y;iy  vg;NghJk; cz;L 
1   2   3   4   5   6  7 
 
8. vdf;F Fw;w czh;T Vw;gLfpwJ. 
xUNghJk; ,y;iy  vg;NghJk; cz;L 
1   2   3   4   5   6  7 
 
9. ehd; jPtpu rpfpr;irg;gphptpy; ,Uf;fpNwd; vd;gij epidf;Fk; nghOJ 
gak; Vw;gLfpwJ. 
xUNghJk; ,y;iy  vg;NghJk; cz;L 
1   2   3   4   5   6  7 
 
10. jirg;gpbg;G Vw;gLfpwJ 
xUNghJk; ,y;iy  vg;NghJk; cz;L 
1   2   3   4   5   6  7 
 
11. kUj;Jtkidapy; ehd; jPtpu rpfpr;irg; gphptpy; ,Uf;Fk;nghOJ 
Njitaw;w vz;zq;fSk;> fhl;rpfSk; Njhd;Wfpd;wd. 
xUNghJk; ,y;iy  vg;NghJk; cz;L 
1   2   3   4   5   6  7 
 
12. ehd; czh;tw;w epiyapy; cs;Nsd;. (mo Kbatpy;iy/czh;Tfis 
ntspg;gLj;j ,aytpy;iy) 
xUNghJk; ,y;iy  vg;NghJk; cz;L 
1   2   3   4   5   6  7 
13. ehd; jPtpu rpfpr;irg; gphptpy; ,Ug;gij czh;fpw nghOJ egh;fis> 
,lq;fis my;yJ R+oy;fis jtph;f;f tpUk;GfpNwd;. 
xUNghJk; ,y;iy  vg;NghJk; cz;L 
1   2   3   4   5   6  7 
 
14. vd;Dila vjph;fhyj; jpl;lq;fs; my;yJ fdTfs; epiwNtWk; vd;w 
ek;gpf;if vdf;F ,y;iy.  
xUNghJk; ,y;iy  vg;NghJk; cz;L 
1   2   3   4   5   6  7 
 
 
 
  
jw;Nghija my;yJ nghJthd ftiy 
 
Ra kjpg;gPL - 1 
 
ngah;:      Njjp:      
taJ:   ; 
  xU NghJk; 
,y;iy 
1 
 
Vwf;Fiwa 
2 
kpjkhf 
3 
mjpfkhf4 
1 ehd; mikjpia ,Ug;gjhf 
czUfpNwd; 
    
2 ehd; ghJfhg;ghf ,Ug;gjhf 
czh;fpNwd; 
    
3 ehd; kd ,Wf;fj;jpy; 
cs;Nsd; 
    
4 ehd; rpukj;ij czh;fpNwd;     
5 ehd; vspjhf czh;fpNwd;     
6 ehd; Nrhfkhf czh;fpNwd;     
7 ehd; jw;NghJ vdf;F Vw;gLk; 
Jujph;\;lq;fisg; gw;wp 
ftiyg;gLfpNwd; 
    
8 ehd; jpUg;jp milfpNwd;     
9 vdf;F gakhf ,Uf;fpwJ     
10 ehd; trjpahf cs;Nsd;     
11 ehd; vd;dplk; jd;dk;gpf;if 
cz;L 
    
12 ehd; gjl;lkhf czh;fpNwd;     
13 ehd; epiy Fiye;J 
,Ug;gjhf czh;fpNwd; 
    
14 vd;dhy; rhpahd Kbit 
vLf;f ,aytpy;iy. 
    
15 ehd; epk;kjpahf ,Uf;fpNwd;     
16 ehd; epiwthf czh;fpNwd;     
17 ehd; ftiyg; gLfpNwd;     
18 ehd; Fog;gkhf ,Uf;fpNwd;      
19 ehd; epiyahf ,Uf;fpNwd;     
20 ehd; kfpo;r;rpAld; 
,Uf;fpNwd;. 
    
 
 
 
  
  ngUk;ghYk; 
,y;iy 
1 
rpy  
Neuq;fspy; 
2 
mbf;fb 
3 
vg;nghOJk; 
4 
21 ehd; kfpo;r;rpahf czh;fpNwd;     
22 ehd; gjw;wkhfTk; 
mikjpapd;ikiaAk; czh;fpNwd; 
    
23 ehNd jd;dpiwT milfpNwd;     
24 ehd; kw;wth;fis Nghy; ehd; 
kfpo;r;rpahf ,Uf;f tpUk;GfpNwd;. 
    
25 ehd; Njhy;tpiA; czh;fpNwd;.     
26 ehd; Xa;ntLg;gjhf czh;fpNwd;     
27 ehd; mikjpahf ,Uf;fpNwd; 
vd;W czh;fpNwd;  
    
28 vd;idr; R+oe;jpUf;Fk; 
neUf;fbapypUe;J vd;dhy; 
tpLgl Kbahjij czh;fpNwd;. 
    
29 ehd; mw;g tp\aj;jpw;Fk; kpf 
mjpfkhf ftiyg;gLfpNwd;. 
    
30 ehd; re;Njh\khf ,Uf;fpNwd;     
31 vdf;F njhe;juT nra;Ak; 
vz;zq;fs; Njhd;Wfpd;wd 
    
32 vdf;F jd;dk;gpf;if Fiwthf 
cs;sJ. 
    
33 ehd; ghJfhg;G ,d;ikia 
czh;fpNwd; 
    
34 ehd; vspjhf KbTfis 
vLf;fpNwd;. 
    
35 ehd; Fiw kdNjhL ,Uf;fpNwd;     
36 ehd; kdepiwNthL ,Uf;fpNwd;.     
37 rpy Njitaw;w vz;zq;fs; 
vdf;Fs; Njhd;wp vd;id 
ghjpf;fpd;wd. 
    
38 vd; kdjpypUe;J ePf;f Kbahj 
Vkhw;wq;fs; vd;dplk; cs;sd. 
    
39 ehd; xU epiyahd kdpjd;     
40 vdJ rkPgj;jpa ftiyfs; kw;Wk; 
<LghLfs; kPJ kd mOj;jj;jpy; 
cs;Nsd;. 
    
  
